
A "semi-permanent" ilcostomy is the method
which I use for the ileus of peritonitis, and it
is also the method which I intend to use in
cases of post-operative ileus when it becomes
evident or even doubtful that other methods
of treatment are going to fail. In acute in-
testinal obstruction, the tcchnic must be
varied somewhat according to the cause of the
obstruction but there is one feature which must
be borne in mind, that in these cases it is ab-
solutely necessary for a recovery that the bowel
drain, or empty itself per rectum, and if it does
not, it must be made to drain through an en-
terostomy, and the surest and most certain
method of draining the bowel is by an ilcos-
tomy performed according to the method which
I have described above. Other methods of cn-
terostomy I know from bitter experience often
fail to drain, but I do not believe that an ilcos-
tomy, performed by this technic which 1
advocate, can thus fail, because it is almost im-
possible for even the merest tyro to perform
the operation improperly. The incision of the
intestine can be done by a house officer, and
the opening, as a result of this method, is
plainly visible at all times, making it extremely
easy to start the flow of the intestinal contents
by siphonage.
It may be urged as an objection to this type

of enterostomy that it requires a major opera-
tion for its closure. I have, however, seen three
of these cases, strange as it may seem, close
spontaneously. I have been greatly surprised
to fine! with what ease it was possible to close
one of these ileostomies and return the obtrud-
ing bowel within the abdominal cavity. It is
only necessary carefully to suture the opening
in the bowel and close it in the same manner
as is done in pyloroplasty, and when this has
been done, very carefully to separate the even-
trated loop from its marginal adhesions and
return it to the abdominal cavity, and close the
wound above it except for a small gauze drain.
I have found that the immediate opening of

the bowel at the primary operation is dangerous,
because it is almost impossible to perform it
without the danger of infecting an already sick
peritoneum; but,if the bowel is permitted to re-
main outside the wound for one hour only be-
fore incision, this danger no longer exists, be-
cause, as I have pointed out above, a lymph
exúdate has sealed it from the peritoneal cavity.
It is practically impossible, in my experience, to
place a. suture, however fine, into a. greatly dis-
tended gut without considerable leakage. The
intra-abdominal pressure from the distended
loops will hold the external loop outside and pre-
vent its withdrawal. Larger exit of bowel from
the wound than the required size can be pre-
vented by the judicious application of wire
gauze over sterile gauze. When an opening is
made in this way it is always accessible and the
proximal or the aboral segment can be easily
irrigated.

If this paper can stimulate the interest of
surgeons in advanced cases of intestinal obstruc-
tion and general peritonitis, its purpose will
have been achieved. In lieu of something better
I believe the method to be worth a trial.
In cases of early post-operative ileus, at the

suggestion of my colleague, Dr. M. J. Cronin, I
have been using a culture of the Bacillus acid-
ophilus with satisfactory results. The discus-
sion of these cases, however, is reserved for a
later paper.
In closing, let us remember the immortal

Murphy:—"The best treatment of general peri-
tonitis and advanced intestinal obstruction is
operation before they exist. ' '
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"CONSTITUTIONAL" VERSUS "LOCAL"
SIGNS AND SYMPTOMS IN THE DIAG-
NOSIS OF EARLY PULMONARY TUBER-
CULOSIS.

BY John B. Hawes, 2D, M.D., Boston.

Tub diagnosis of pulmonary tuberculosis in
its early stages is at best a most difficult one. It
is well, therefore, to crystallize our ideas on this
subject, changing as they do as progress is made,
and to take account of stock from time to time,
to see on what signs and symptoms this diagnosis
should be based.
Ten or fifteen years ago, the medical student,

if he was taught anything in regard to incipient,
phthisis, which is extremely doubtful, was told
that this condition was characterized by slight
dulncss, bronchial breathing, and râles at one or
both apices. Perhaps some mention might have
been made of cough and sputum or evening fever.
Today, thanks to a vigorous educational cam-
paign which has been carried on, the medical
profession is far more alive to the importance erf
the early diagnosis of consumption than ever be-
fore. As a result of this, however, we are all
beginning to ask ourselves on what grounds, or
what, group of symptoms, local or constitutional,
we should base our diagnosis and institute treat-
ment in cases where there is no sputum or where
it is persistently negative.
Last year, Dr. Richard Cabot, at an informal

meeting of physicians at the Massachusetts Gen-
eral Hospital, asked me to state what I de-
manded before making a positive diagnosis of
incipient phthisis. T found his question a most
difficult one to answer. A similar inquiry from
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a physician connected with a sanatorium about,
to be opened for incipient cases, awaits reply.
The recently enforced law, requiring a tubercu-
losis dispensary for every town or city of 10,000
inhabitants or over in Massachusetts, has brought
this question very strongly to the attention of
the numerous physicians connected with these
dispensaries whose duty it is to discover these
early cases of consumption.
In order to obtain information on this sub-

ject I sent out a letter to about, fifty doctors in
this state, each of whom was, in some capacity
or other, doing a certain amount of tubercu-
losis work. This list included the doctors at our
four state sanatoria, at local tuberculosis hos-
pitals, and the physicians in charge of the local
tuberculosis dispensaries. In this letter I asked
certain questions as to the relative value of
"constitutional" signs and symptoms, including
among these, family and personal history, fever,
rapid pulse, loss of weight, strength and energy,
night sweats, etc., as comparecí with "local"
signs and symptoms, such as cough, sputum,
hemorrhage, dulncss, râles, altered voice and
breath sounds, pain, etc. A study of the replies
to these questions, coming from a group of men
including tuberculosis specialists and general
practitioners, is of interest.
Question I. Do you get most information from

Ihe "constitutional'' or "local" signs and
symptoms?
Of the 4(i doctors! who replied to this ques-

tion, .Î1 stated that they had more information
from "constitutional.'' and If) from "local"
signs and symptoms. Many, of course, qualified
their answers in one way or another, as in the
following reply:
"1 feel that this question divides patients in-

to two classifications, infants and young chil-
dren, and adults. In infants and young children,
I believe we can get the most information from
constitutional signs and symptoms. In adults,
the individual case must answer the question. I
feel very strongly that we have a great many
eases diagnosed as tuberculosis from constitu-
tional symptoms alone, and local signs and
symptoms alone, which if studied longer and
more carefully would prove to be some condition
other than tuberculosis. We have all of us seen
cases of hyperthyroidism, incipient Addi-
son's disease, anemias, and leukaemias diagnosed
as probable cases of early tuberculosis from just
the constitutional signs and symptoms which
you mention. On the other hand, we see bron-
chiectases, sub-acute bronchitis, syphilis perhaps,
and non-tubercular areas in the lung which are
diagnosed as positive from the local signs. Tf
the question must, be answered, I feel rattier that,
the weight of information is perhaps on the side
of the constitutional symptoms."
Question 2. Which group of signs and symp-

toms is most often neglected ?
Of the 48 replies,36 unhesitatingly were of

the opinion that the constitutional signs and

symptoms were most often neglected. Five were
evidently in doubt, and of these, one replies that
"constitutional symptoms are neglected by pa-
tients, local symptoms by physicians." The fol-
lowing severe arraignment of certain phases of
medical practice is of interest, even if some-
what exaggerated:
"Both are sadly neglected. Of the two, un-

questionably the family history plus the early
history I feel arc more often neglected than
these signs and symptoms which you list under
constitutional or local signs. In childhood and
early adult, life, I feel that it is most important
to go carefully into both of these (family his-
tory and history of early childhood). In cities
like mine, and I presume Boston and
other large cities suffer the same curse,
we have, a group of medical men who seek
appointment as so-called "society physicians."
My experiences with this group of so-called
practitioners is that they never take the time to
go into the subject of constitutional symptoms
carefully, and rarely ever remove the overcoat
of the patient to determine local symptoms.
Their treatment is small, nondescript tablets
which they buy by the thousand lots, and the
patient is told if he does not feel better
within two or three weeks to come in again.
Without, having any number of statistics to
prove the following statement, I believe that
most, cases of incipient pulmonary tuberculosis
go to these men liefere ever seeing a careful
physician. And for this reason 1 am thoroughly
convinced that here we shall never be able to
get, hold of all our incipient pulmonary
lesions in their early stages until this class
of physicians are either legislated out of office.
or else instructed in the absolute necessity of
careful history-taking and physical examination.
I feel very strongly on this subject. Again, if
the question must be answered as to which of the
two groups is the inore frequently neglected, I
believe that in this class the constitutional signs
and symptoms are more often the ones to
suffer. But they suffer because the busy prac-
titioner in. his office often feels that the patient
is impressed hy having the stethoscope pressed
against his chest, although he may not learn any-
thing by doing so."
Question .?. With negative or nearly negative

chest findings, would you make a definite diag-
nosis on constitutional signs and symptoms
alone?
The replies to this question were evenly di-

vided, 2,'5 saying "yes" and 23 "no." Of those
who said "yes," two qualified their answers by
stating, "If these signs persisted for over a

month I would make a tentative diagnosis," and
two by stating, "Yes, if the chest signs were
nearly negative but, not if entirely so." Of those
who said "no," two said that thev would call
such a case "pre-tuberciilous,'' and eight that
they would consider it "probably one of tuber-
culosis and would keep it under supervision and
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institute j)roper treatment." One very thought-
ful answer to this question was as follows :
" This is a difficult question to answer. If, after

careful study, through the process of exclusion,
you can feel confidently sure that you have elim-
inated all other possible causes for the constitu-
tional symptoms präsent, if a subcutaneous tu-
berculin test is typically positive, I would make
a diagnosis of tuberculosis. If the tuberculin
test were negative, I would make the diagnosis
of probable tuberculosis, inform the patient of
the diagnosis, and treat the individual as a tuber-
culosis patient."
Question 4. Would you make a definite diag-

nosis on signs and symptoms referred to the
lungs alone, if the history and constitutional
signs were negative?
Out of 46 replies, 28 were in the affirmative.

Five said: "yes" but only if the signs in the
lungs persisted. One doctor said "yes" but
added that he would keep the patient under ob-
servation and be ready to "hedge" if necessary;and one that he would be on the watch for syph-
ilis of the lungs. Of those who said "no," one
staled that such a process might be arrested tu-
berculosis and that "active tuberculosis could
not exist, without constitutional signs and symp-toms." This statement, coming from a well-
known sanatorium superintendent, is of especial
interest, but is one. on which there would he
much difference cd' opinion. One doctor said he
would make only a provisional diagnosis under
such conditions.
Question 5. In cases with a negative or ab-

sent sputum what do you demand before you
are willing to make a definite diagnosis of in-
cipient pulmonary tuberculosis?
The great majority of replies to this question

were along the lines that I expected—namely,
that in order to make a definite diagnosis of in-
cipient pulmonary tuberculosis in a case with
negative or absent sputum, some signs and
symptoms, both local and general, should be
present and that such signs and symptoms
should persist. Some of the replies were of
especial interest. Among them were the follow-
ing:
"If we want to get the early cases, we should

not demand a definite diagnosis."
"I would make a definite diagnosis of tuber-

culosis with a. negalivc sputum just as quickly
as with a positive sputum. * * * The pub-
lic is misled hy a doctor saying 'his sputum is
negative'—they say 'why he has not got con-
sumption, then.' * * Keep at the spu-
tum, x-ray, guinea-pig, but make the diagnosis
first,"
"Enough constitutional and local signs to

preclude a. possible doubt. Tn every suspicious
case where it is impossible to be sure, T think
that the patient, should, be informed of the ques-
tion of doubt and treated in general as a tuber-
culosis case."

"Persistence of constitutional symptoms and
some chest signs."
"Most of the constitutional signs and symp-

toms with local signs."
"Guinea-pig inoculation and a positive tuber-

culin test."
"Slight physical signs with a characteristic

temperature and pulse."
"With two or more constitutional signs and

symptoms together with a definite area of im-
paired resonance in the lungs, with or without
râles [italics mine—»I. B. II.], I should not hesi-
tate to make a definite, diagnosis of tubercu-
losis."
My own replies to these questions were fairly

definitely formulated before I sent out my let-
ters. To confirm them, however, I went over
200 consecutive cases of early or fairly early tu-
berculosis, eaqh with negative or absent sputum,
from my own records, in order to find out on
what group of signs or symptoms, singly or col-
lectively, 1 had based my diagnosis.
To the first question as to the relative im-

portance of "constitutional" versus "local"
symptoms, 1 felt very strongly that far more
information was to be had from a careful study
of the former—the constitutional group—rather
than the latter. Likewise, in reply to the second
question, I felt that the same group was a fear-
fully neglected one. In answer to the third and
fourth questions, as to whether I would make a
definite diagnosis on constitutional signs or on
local signs alone, I should have said that I had
made such diagnosis frequently in each instance,but far more often on constitutional evidence
rather than on local signs alone, if one might,
exclude the large group of hemorrhage cases.
.Much to my surprise, 1 found that this was not
the case. There were also sonic other surprisingfacts shown by this analysis. There were 87
cases of hemorrhage out of the 200. Excluding
these, 1 found that I had based my diagnosis in
31 cases on purely local signs, and in only 26
cases from the history and constitutional signs
and symptoms, while, in 136 patients the diag-nosis was based on both local and constitutional
signs.
Chest signs, such as dulncss, râles, etc., were

present in only 131 cases out of the 200. This
may mean that in a certain proportion, owing
to a. recent hemorrhage, I did not make a de-
tailed examination, but even discounting these
cases, it was surprising to me that such a large
number were without signs of moisture or of
consolidation in the lungs. A fact, still more

surprising to me, was that, my records showed
that 107, or 53 per cent, of these patients denied
having had any cough or sputum ! Even in in-
cipient tuberculosis we have come to look at a
cough with or without sputum as such a con-
stant phenomenon, that this high percentage
without cough appears to me remarkable.
What conclusions may he drawn then, in re-

gard to the diagnosis of incipient tuberculosis
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from the evidence furnished by this group of
Massachusetts physicians, each more or less in-
timately connected with tuberculosis work, as
well as from these 200 patients of my own, who,
as by far the greater number were sent to me in
consultation and all were seen at my own office,
were probably scrutinized with considerable
care ?
In the first place, it is clear that no hard and

fast ruling can be made as to the diagnosis of
•early pre-bacillary tuberculosis. Each case must
be considered on its own merits, and the signs
and symptoms present, whether constitutional
or local, carefully weighed and compared with
those that are not present. In a certain num-
ber of cases, however, as shown not only from
my own records but from the written opinion
of a fairly representative group of physicians
in this state, a definite diagnosis can and should
be made in the absence of either constitutional
or local signs and symptoms. In the vast ma-

jority of instances, a combination of both will
be found present after careful study.
In regard to cough with or without sputum, a

combination considered almost essential to the
diagnosis of tuberculosis in any stage, my own
cases show the remarkably high, proportion of
107 out of 200 cases, or 53 per cent, apparently
without either cough or sputum. Perhaps this
high figure is only a coincidence, while in addi-
tion, it is evident that a considerable number
without history of cough or sputum were hemor-
rhage cases whose chests were only superficially
examined on this account. I believe, however,
that this large group simply goes to show that
not even what were considered the most classi-
cal earmarks of consumption are necessarily
present in its early stages. This same point is
emphasized by the fact that out of 200 cases
there were 69, or 34.3 per cent, without local
signs in the chest such as dulness, altered breath
or voice sounds, or râles. The average fourth
year medical student, if he has any clear idea at
all in his mind as to what constitutes incipient
pulmonary tuberculosis, certainly includes in it
a history of cough and sputum, and certain
signs in the lungs, such as dulness, altered
breath sounds, or râles. That these were ab-
sent in over one-third of 200 patients is inter-
esting and instructive.
The most important point, in my opinion, to

be gathered from the experience of this group
of physicians as expressed in their replies to my
questions and from a study of the 200 cases from
my own records, is the necessity of putting en-

tirely out of one's mind any preconceived pic-
ture as to what form incipient pulmonary tuber-
culosis should take, or of any definite group of
symptoms, local or general, it should possess.
Hemorrhage may or may not be present; cough
and sputum are not necessary accompaniments:
signs in the lungs may be lacking; the tempera-
ture may be high or subnormal ; a rapid pulse
is not always present, nor is a history of loss of

1

weight or strength or energy always to be ob-
tained ; in fact, no one or no two signs or symp-
toms are essential to a correct diagnosis.
Common sense, patience and painstaking

thoroughness on the part of the doctor are the
true essentials in arriving at the truth. It is
more what the physician has in his head, and less
what, the patient has in his lungs on which the
correct diagnosis and the patient's life depends.
The stethoscope used less and the thermometer
and common sense used more, would vastly bet-
ter the present state of affairs, while of still
greater benefit would be the imparting of these
facts to our medical students who now have to
wait until sad experience and unnecessary trag-
edies in the early years of their practice have
taught them these essential points.

MORPHINE-ATROPINE, PITUITRIN AND
ETHER IN OBSTETRICS.

BY John F. Martin, M.D., Boston.

Any method, in itself safe, which will alle-
viate the suffering and promote the termination
of labor, is an aid both to the accoucheur and
the parturient woman, particularly in cases
where, for one reason or another, delivery is de-
layed.
Normal delivery ensues when labor terminates

without accident to mother or child, prolonged
delay, or instrumentation.
As labor is attended with concomitant pain,

and often delay incident to disproportion, insuf-
ficient uterine contractions, rigid soft or bony
parts, relief given to the patient is welcomed by
her.
Dulling the sensory mechanism of the gravid

uterus and overcoming cervical rigidity with
such drags as morphine, bromides, chloral, vera-
trum, and ether have their place, and their in-
dications are known to the usual obstetrician.
In easy, or purely normal deliveries, they are
often made use of as in the fore-mentioned in-
dications, and are of help, though sometimes a
hindrance if unguardedly given.
The vogue of "twilight sleep," promulgated

through press, home, and pulpit by the adher-
ents of the morphine-seopolamine method of ob-
stetrical treatment has received its numerous
knocks from the advocates of conservative and
safe therapeutics.
Allow a puerperal -woman to become ac-

quainted with a method which will obttind the
sensation of pain, she is likely to mention the de-
sirability of its use to her physician. It is for"
him to choose a procedure without endangering
the safety of mother or child.
The increased risk of the "twilight" method

is sufficient to make its use unappealing when
the physician's armamentarium contains such
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